DISLOCATION OF THE CARPAL SCAPHOID. 


BY LEONARD W. ELY, M.D., 

OF NEW YORK. 

Dislocation of the scaphoid bone of the wrist, without 
fracture, is a very rare injury. In his book on fractures and 
dislocations, Stimson gives only two authenticated cases. 
Fracture of the scaphoid, with dislocation, is also rare. Ac¬ 
cording to the same writer, there are only five cases on record.* 

The history of this case is as follows: On the 1st of Feb¬ 
ruary, 1903, an automobile in which the patient, a man of twenty- 
five, was riding, overturned, and, as far as could he learned, some 
part of it fell on his right wrist. The lesion was diagnosed as 
crushing of the tendons of the wrist, and hot applications were 
prescribed. These were continued for about twenty-four hours. 
When seen next morning for the first time, the wrist was swollen 
and infiltrated, and presented on its flexor aspect a number of 
abrasions, showing the nature of the violence—that is, direct. 
Motion or pressure caused pain. The case appeared to be a 
Collcs’s fracture, and the patient was told that be must take an 
anaesthetic and have it reduced. The operation was done that 
afternoon. 

Under ether, crepitus could be distinctly perceived in the 
wrist, though its origin could not be exactly ascertained. By 
manipulation, the scaphoid could easily be dislocated on the dor¬ 
sum of the wrist, and by pressure could be replaced. On this 
symptom the diagnosis was made. The skiagram taken at a later 
date shows a slight tipping forward of the scaphoid, and a chip¬ 
ping off of the styloid process of the ulna; but we shall remain 
in doubt whether the lesion was a simple dislocation of the sca¬ 
phoid, or whether it was accompanied by a fracture of this or of 
one of the neighboring bones. The skiagram showed no such 
fracture, but the crepitus seemed to come from a point very near 
the scaphoid. The dislocation, however, was unmistakable. 


* Annals of Surgery, vol. xxxv, p. 257. 
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The treatment was by anterior and posterior molded plastcr- 
of-Paris splints, the posterior splint reaching to the end phalanges, 
the anterior to the metacarpophalangeal joints. At the end of 
one week the anterior splint was removed, and at the end of about 
three weeks the posterior splint was taken off, and adhesive tape 
was applied to the forearm and hand. This was left on for about 
two weeks, permitting some motion, but affording a certain 
amount of support. 

The patient recovered with a good degree of motion in all 
directions. 

In Stimson’s two cases of fracture, he made his diag¬ 
nosis sure by cutting down and excising the misplaced frag¬ 
ments. The displacement in our case was not sufficient to 
warrant this, and the wounds on the anterior surface, being 
mere abrasions, did not necessitate a cutting operation. 

The injury is a rare one, but our experience leads us to 
think that it may occur without recognition. If we had not 
used an anaesthetic, the nature of the injury would probably 
have escaped us, for only when the muscles were completely 
relaxed by the ether could the scaphoid be moved about. Per¬ 
haps Collcs’s fracture bears some blame it docs not deserve, 
and crushing of the tendons at the wrist might be thought to 
cause great disability and deformity. 

[The writer acknowledges his indebtedness for assistance to Dr. 
William C. Clarke, who was the first to recognize the true nature of the 
injury.] 
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